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Background:	Care	homes	provide	personal	 care	and	 support	 for	older	people	who	can	no	
longer	 be	 supported	 in	 the	 community.	 As	 part	 of	 a	 larger	 study	 of	 integrated	 working	




Methods:	 	 Case	 studies	were	 conducted	 in	 six	 care	 homes	with	 different	 socio-economic	
characteristics,	 size	 and	ownership	 in	 three	 study	 sites.	 	 Residents	 in	 all	 care	 homes	with	
capacity	to	participate	were	eligible	for	the	study.	Interviews	explored	how	residents	accessed	










seek	 care.	 Care	 access	was	 enabled	using	 intermediaries	 -either	 staff	 or	 relatives-and	 the	
expectation	that	staff	would	proactively	seek	care	when	they	observed	new/changed	needs.	








There	 is	 a	 range	 of	 provision	 in	 England	 for	 those	 older	 people	 who	 can	 no	 longer	 be	
supported	 in	 their	 own	 homes	 because	 of	 the	 complexity	 of	 their	 needs	 which	 includes	





















such,	most	care	homes,	85%,	work	with	more	 than	one	practice	 [5].	Similarly,	 there	are	a	
range	 of	 service	 delivery	 models	 whereby	 General	 Practitioners,	 discharge	 their	
responsibilities	for	providing	primary	medical	care	to	care	home	residents.	These	may	include	
visiting	 specific	 residents	 in	 the	 home	on	 request	 as	 they	would	 provide	 a	 home	 visit	 for	












support	 to	 develop	 relationships	 between	 staff	 working	 across	 the	 different	 sectors	 via	
activities	such	as	shared	learning	between	NHS	and	care	home	staff.	These	elements	are	not	
mutually	exclusive	but	interlinked	and	are	also	highlighted	in	studies	that	have	focussed	upon	
specific	 issues	 in	 the	 care	 home	 context	 such	 as	 end	 of	 life	 care,	 continence,	 falls	 and	
prescribing.	[7-10].		The	7	Enhanced	Health	in	Care	Homes	vanguards	recognises	the	lack	of	
integration	 across	 sectors	 and	 focuses	 upon	 addressing	 care,	 financial	 and	 organisation	
barriers	to	the	delivery	of	effective	health	care	to	residents	[2].	
	
Access	 to	 primary	 care	 for	 older	 people	 remains	 an	 issue	 of	 concern	 for	 older	 people	
regardless	their	place	of	residence	[11-15].	Older	people	are	one	of	the	groups	identified	as	






level.	 	 At	 the	 individual	 level	 need	 for	 health	 care	 includes	 perceptions	 of	 health	 status,	
illness/symptom	 severity	 and	 diagnosed	 conditions.	 Predisposing	 factors	 include	 socio-
demographic	 characteristics	 that	 can	 also	 include	 social	 factors	 such	 as	 networks	 and	
























marital	 status)	while	 enabling	 factors	 relate	 to	 things	which	 facilitate	 service	 access	 (e.g..	
income)	
The	 	use	of	Andersen	and	Newman		conceptual	model	 in	a	qualitative	study	 is	rare	as	the	
model	 is	most	often	used	 in	a	quantitative	paradigm	[21B].	Condelius	and	Andersson	 [21]	
focussed	upon	enabling	factors	in	their	study	and	highlighted	the	facilitative	role	of	the	next	
of	kin	in	both	supporting	access	to	care	but	also	for	monitoring	the	quality	of	care	provided.	
These	authors	argue	that	 for	vulnerable	elders	the	next	of	kin	can	be	a	powerful	 factor	 in	
enabling	access	to	good	quality	care.	They	also	demonstrated	the	 importance	of	how	care	
was	organised	within	homes	in	terms	of	named	care	staff	for	residents,	levels	of	staffing	and	
the	 routine	 of	 the	 home	 as	 important	 enablers	 of	 care	 access.	 As	 part	 of	 the	APPROACH	








in	 terms	 of	 health	 care	 access	 [22-24].	 It	 was	 a	 longitudinal	mixed-methods	 study	which	
included	a	quantitative	survey	of	service	provision	to	care	homes	and	case	studies	of	six	care	





























analytic	 framework.	 	The	data/themes	 identified	were	 re-examined	by	CV	using	a	content	
analysis	approach	to	directly	identify	the	presence/absence	of	key	attributes	of	the	Andersen	

















interviews	as	well.	 Interviews	 lasted	 for	an	average	of	20	minutes	 (range	10	 to	50)	which	
reflected	 the	 frailty	of	 the	population	who	participated	 in	 the	 study.	 The	 interviews	were	
undertaken	by	SLD,	HM,	HMa	who	were	all	experienced	interviewers	used	to	the	challenges	
posed	 when	 conducting	 research	 interviews	 with	 care	 home	 residents.	 Our	 Public	




















practices	 (two	 care	 homes	 worked	 with	 ten	 different	 practices	 each).	 	 All	 interview	
participants	during	the	baseline	interview	reported	that	they	were	in	contact	with	their	GP	
and	 their	 narratives	 of	 service	 access	 were	 dominated	 by	 use	 of	 GP	 services.	 General	
































































































care	home	staff,	 relatives	or	health	 care	 services,	 resulting	 in	 residents	not	expressing	 (fully)	 their	
needs,	believing	that	they	are	to	be	expected	in	older	age,	that	their	needs	are	of	a	lower	priority	than	





Two	key	 themes	characterised	our	 interview	data	 in	 terms	of	enabling	 factors:	 the	use	of	
advocates	 or	 intermediaries	 to	 access	 general	 practice	 and	 residents’	 expectation	 of	
























This	 use	 of	 intermediaries	 to	 seek	 care	 was	 not	 necessarily	 derived	 from	 a	 ‘passive’	
acceptance	 of	 a	 dependent	 role	 but	 rather	 reflects	 the	 situation	 in	 which	 residents	 find	
themselves.	However,	this	emphasis	on	the	use	of	care	home	staff	to	facilitate	GP	access	may	
also	reflect	expectations	by	residents	of	their	role.	One	self-paying	resident	clearly	articulated	




































Our	study	 is	novel	 in	that	 it	concentrated	on	residents’	experiences	of	seeking	health	care	
access	 rather	 than	professional	perspectives	and	examined	these	experiences	 through	the	
prism	 of	 the	 Andersen	 and	 Newman	model	 [21A]	 of	 health	 care	 access	 using	 secondary	
analysis	of	qualitative	interview	data.	It	is	important	that	the	voices	of	residents	are	heard	in	
terms	 of	 both	 service	 access	 but	 also	 living	 in	 care	 homes	more	 generally	 [16].	 The	 prior	





services	 is	noticeably	absent.	 	Furthermore,	studies	using	the	analytic	 framework	of	need,	
enabling	 and	 precipitating	 factors	 proposed	 by	 Andersen	 and	 Newman	 [21A,B]	 with	
qualitative	data	with	older	people	and	within	the	context	of	living	in	a	care	home	are	rare.		
	
We	 completed	35	 interviews	with	 care	home	 residents	 averaging	20	minutes	 in	duration,	





Andersen	model	 of	 health	 care	 access	 specifically	 looking	 for	 the	 narratives	 of	 residents	







participants	 having	 3-4	 different	 diagnosed	 conditions.	 However,	 when	 we	 look	 at	
participants’	narratives	about	their	health	care	needs	we	see	a	more	nuanced	view	of	health	
in	the	concept	of	‘good	and	bad’	days	and	coping	with	the	vicissitudes	of	an	ageing	body.	All	
participants	 had	 consulted	 their	 GP	 in	 the	 previous	 year	 and	 some	 were	 critical	 of	 the	
attitudes	the	GPs	towards	them	feeling	that	they	were	not	taken	seriously	or	that	their	health	










reflect	 differences	 in	 need,	 although	 the	 average	 number	 of	 conditions	 per	 resident	 was	
broadly	similar	at	4-6.		Another	explanation	for	variability	in	GP	access	are	the	factors	that	
enable	or	facilitate	care	access.	In	terms	of	factors	that	enabled	health	care	access	two	key	






















could	monitor	 residents’	 health	 status,	 identify	 changes	 and	 proactively	 refer	 to	 services	
raises	two	key	operational	problems.	First,	the	high	turn-over	of	care	home	staff	nationally,	










health	 challenges	 faced	 by	 older	 people	 may	 be	 part	 of	 the	 answer	 especially	 reflecting	
concepts	 such	 as	 ‘good’	 and	 ‘bad’	 days	 rather	 than	 distinct	 and	 discrete	 illness	 episodes.	
Uncertainty	 about	 boundaries	 and	 thresholds	 for	 when	 symptoms	 such	 as	 pain	 warrant	





decisions,	 so	 that	older	 individuals	may	be	uncertain	 if	 they	are	 interpreting	symptoms	or	
signs	 appropriately.	 The	 ability	 to	 integrate	 information	 and	 weigh	 up	 alternative	
explanations	for	symptoms	or	signs	decreases	with	advancing	age,	as	well	as	being	associated	



































the	 information.	The	 interpretative	role	of	care	home	staff	 is	constrained	by	how	long	the	
person	has	worked	in	the	care	home	or	whether	this	is	a	role	they	can	assume.			In	contrast	
to	 support	 offered	 to	 care	 home	 staff	 around	 specific	 issues	 such	 as	 falls,	 there	 is	 little	













Our	 study	 offers	 innovation	 in	 our	 focus	 upon	 a	 population	 rarely	 included	 in	 studies	 of	
primary	 care	 access	 or	 in	 studies	 evaluating	 the	 provision	 of	 care	 to	 residents.	 This	 is	 an	
important	but	neglected	area	of	research	because	it	is	misplaced	presumption	that	care	home	





of	 enabling	 factors	 (using	 staff/family	 as	 intermediaries	 in	 care	 access)	 and	 predisposing	
factors	which	focused	around	‘normalising	symptoms’	or	framing	their	needs	in	terms	of	the	
perceived	inability	of	services	to	address	these.	Another	approach	to	theorising	accessing	a	
GP	 is	 as	 a	 pathway.	 Ford	 et	 al	 identified	 a	 pathway	 that	 consisted	 of	 7	 stages	 (problem	
identification,	 decision	 to	 seek	 help,	 actively	 seeking	 help,	 arrange	 appointment,	 get	 to	
appointment,	appointment	and	outcome)[11].	Within	the	care	home	context	not	all	 these	
stages	may	apply	(getting	to	the	appointment)	or	may	be	facilitated	by	others	(making	the	
appointment)	and	process	 is	 likely	to	be	 iterative	rather	than	 linear.	These	authors	used	a	
realist	 approach	 in	 their	 review	which	 entails	 understanding	 the	 context	 (expectations	 of	
ageing,	knowledge	of	the	system	for	accessing	care)	and	mechanisms	(patient	empowerment,	

































2.	 NHS	 England	 2016 The framework for enhanced health in care homes 
https://www.england.nhs.uk/wp-content/uploads/2016/09/ehch-framework-v2.pdf	
	
3.	 British	 Geriatrics	 Society	 Failing	 the	 Frail,	 2012.	
http://www.bgs.org.uk/campaigns/Failing_the_frail_full_report.pdf	
	



















11.	 	 Ford	 JA,	 Wong	 G,	 Jones	 AP,	 et	 al.	 Access	 to	 primary	 care	 for	 socioeconomically	
disadvantaged	 older	 people	 in	 rural	 areas:	 a	 realist	 review.	 BMJ	 Open	 2016;6:e010652.	
doi:10.1136/bmjopen-2015-	010652	



















































































29b.	 Close	 H,	 Hancock	 H,	 Mason	 JM,	 Murphy	 JJ,	 Fuat	 A,	 de	 Belder	 M,	 Hungin	 AP.	 "It's	
Somebody	else's	responsibility"	-	perceptions	of	general	practitioners,	heart	failure	nurses,	

































































n=5	 n=6	 n=7	 n=7	 n=7	 n=7	
MALE	 1	(20.0%)	 1	(16.7%)	 0	(0%)	 2	(28.6%)	 2	(40.0%)	 0	(0%)	
Mean	age	
(years)	





30	 30	 20	 11	 41	 25	
Mean	number	
of	conditions*	




13	 6	 11	 9	 6	 11	
Mean	Barthel	
score	***	
11	 16	 15	 13	 14	 15	
Service	use		 n=3	 n=5	 n=7	 n=5	 n=6	 n=5	
Mean	(SD)	GP	
contacts	over	
12	months	
	
10.7	(8.6)	
	
4.2	(3.0)	
	
8.0	(6.3)	
	
16.4	(6.8)	
	
3.8	(3.2)	
	
9.8	(7.0)	
Mean	(SD)	
district	nurse	
contacts	over	
12	months		
	
30.0	(45.9)	
	
5.4	(9.2)	
	
13.8	(28.0)	
	
1.3	(0.9)	
	
6.3	(7.1)	
	
67.9	(144.7)	
Mean	(SD)	
number	of	
services	used	
in	12	months	
	
6.0	(0)	
	
3.4	(0.89)	
	
4.1	(0.69)	
	
4.4	(1.5)	
	
3.2	(1.2)	
	
4.0	(1.2)	
*difference	between	homes	significant	at	0.002;	*	difference	between	care	homes	significant	at	
0.005			***	Barthel	score	range		0	(	totally	dependent)	to	20	(totally	independent)	
